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SYSTEM AND METHOD FOR OPTIMIZING 
BENEFIT PLAN DESIGNS 

FIELD OF THE INVENTION 

A computer-based system and method for optimizing the 
design of bene?t plans offered to a given participant popu 
lation by preferably prioritizing plan design options that can 
be incorporated in such plans according to the relative 
perceived bene?ts derived from each option based upon, 
preferably assessment data from a sample of the participant 
population quantifying relative perceived bene?ts attributed 
to potential plan design options and/or historical assessment 
data from population samples exhibiting analogous demo 
graphic characteristics to the given participant population 
regarding potential plan design options or analogous bene?t 
plan design options. 

BACKGROUND OF THE INVENTION 

Bene?t plans that provide partial or complete reimburse 
ment of expenditures incurred by participants in the plan are 
commonly offered by employers, associations, commercial 
entities and the like, that sponsor such plans as fringe 
bene?ts for employees or members or as a commercial 
service available to the general public. Potential sponsors of 
bene?t plans are often constrained by resource limitations 
When making decisions about plan design options in the 
plans they offer to their participants. Lack of understanding 
of the relative perceived bene?ts attributed by the partici 
pants to the particular plan design options frustrates the 
efforts of sponsors to provide participants the most desirable 
plan design options Within given cost constraints. 

SUMMARY OF THE INVENTION 

The present invention provides a neW and unique process 
for, among other things, preferably developing or modifying 
bene?t plans by enabling identi?cation and incorporation of 
speci?c plan design options that maximize the perceived 
bene?ts derived from the plans by the given participant 
population by prioritizing the options according to the 
relationship betWeen perceived bene?t and the cost of pro 
viding the option. Using the perceived bene?t data derived 
from the unique process, the present invention also prefer 
ably olfers sponsors the ability to provide participants With 
bene?t plans having plan design options most closely tai 
lored to the participants’ needs and desires. Through initial 
plan development or modi?cation of plan design options in 
an existing plan, a plan incorporating those plan design 
options offering the maximum perceived bene?t to partici 
pants at a given cost to the sponsor is achieved. 

Broadly, in one aspect, the present invention concerns a 
computer-based method for evaluating a plurality of 
plan design options by comparing the cost of providing 
each option to the bene?ts of each option perceived by 
a group of one or more subjects comprising the steps of: 

inputting the identi?cation of the plan design options, a 
reference plan design option and the cost of providing 
each option; 

providing the subject group With information about each 
plan design option and inquiries to elicit responses 
comparing each plan design option to the reference 
plan design option; 

inputting data representative of the subject group 
responses; 
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2 
calculating the average perceived bene?t for each plan 

design option relative to the perceived bene?t for the 
reference plan design option; 

dividing the cost of providing each option by the calcu 
lated average perceived bene?t for such option; and 

outputting the calculated data. 
Broadly, in another aspect, the present invention concerns 

a computer-based system for evaluating a plurality of 
plan design options by comparing the cost of providing 
each option to the bene?ts of each option perceived by 
a group of one or more subjects, comprising: 

an input device for receiving input data, 
a memory device connected to the input device for storing 

the input data, 
a processor connected to the memory device Which is 
programmed to perform operations upon stored data to 
produce output data, and 

an output device connected to the processor for displaying 
the output data; and Wherein the input device is capable 
of receiving data representing the identi?cation of the 
plan design options, the reference plan design option, 
the cost of providing each option and responses of the 
subject group to inquiries comparing each plan design 
option to the reference plan design option; and the 
processor is programmed for calculating the average 
perceived bene?t for each plan design option relative to 
the perceived bene?t for the reference plan design 
option and dividing the cost of providing each option 
by the calculated average perceived bene?t for such 
option. 

Broadly, in another aspect, the present invention concerns 
a computer-based method for evaluating a plurality of 
plan design options by comparing the bene?ts of each 
option perceived by a group of one or more subjects to 
the cost of providing each option comprising the steps 
of: 

inputting the identi?cation of the plan design options, 
values of a plurality of statistical factors for each plan 
design option, and the cost of providing each option, 
and; 

providing the subject group With information about each 
statistical factor and inquiries to elicit responses pro 
viding the relative Weight of each statistical factor to be 
used in determining the perceived bene?t of each plan 
design option; 

inputting data representative of the subject group 
responses; 

calculating the average perceived bene?t for each plan 
design option relative to the perceived bene?t for the 
reference plan design option; 

dividing the cost of providing each option by the calcu 
lated average perceived bene?t for such option; and 

outputting the calculated data. 
Other advantages, features, and aspects of the present 

invention are discussed beloW. 

BRIEF DESCRIPTION OF THE DRAWINGS 

A full and enabling disclosure of the present invention, 
including the presently preferred mode thereof, to one of 
ordinary skill in the art, is set forth more particularly in the 
remainder of the speci?cation, including reference to the 
accompanying draWings, in Which: 

FIG. 1 is a How chart illustration of the method of the 
present invention using per-patient cost/bene?t ratios. 

FIG. 2 is a How chart illustration of the present invention 
using population-based cost/bene?t ratios. 
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FIG. 3 is an illustration of a graphical depiction of the 
relative perceived bene?ts of exemplar plan design options. 

FIG. 4 is an illustration of a graphical depiction of the 
relative perceived bene?t of exemplar plan design options in 
conjunction With the costs associated With providing each 
option. 

FIG. 5 is an illustration of a graphical depiction of the 
relative perceived bene?t of exemplar plan design options in 
conjunction With the costs associated With providing each 
option that demonstrates the effect of a modi?cation in the 
cost associated With providing one such option. 

FIG. 6 is an illustration of a three dimensional graphical 
depiction of the historical perspective of the cost bene?t 
analysis, Which shoWs variations over time along the Z axis. 

FIG. 7 is an illustration of the system of one embodiment 
of the present invention. 

The draWings are provided for illustrative purposes only 
and should not be used to unduly limit the scope of the 
invention. 

DETAILED DESCRIPTION OF THE 
PREFERRED EMBODIMENTS 

It is to be understood by one of ordinary skill in the art that 
the present discussion is a description of exemplary embodi 
ments only, and is not intended as limiting the broader 
aspects of the present invention, Which broader aspects are 
embodied in the exemplary constructions. 

The method and system of the present invention may 
preferably be utiliZed in applications Wherein contingent 
bene?ts are provided to participants as part of a plan Which 
is underwritten (funded) by a sponsor, such as medical, 
health, dental, vision, pharmaceutical and other bene?t 
plans. The invention may also preferably be used to design 
insurance plans covering life, casualty, liability and pet 
health care expenditures. The invention may preferably be 
used to optimiZe the design of plans Within cost limitations 
established by or for the sponsor for an associated partici 
pant population, such as a plan an employer may sponsor as 
a fringe bene?t for its employees. Alternatively, by identi 
fying and selecting plan design options that generate per 
ceived bene?ts to the participants such that participants are 
Willing to pay amounts in excess of the sponsor’s costs for 
participation in the plan, the system can be used to fashion 
plans that an entrepreneurial sponsor may offer to a prede 
termined market segment With an expectation of generating 
a pro?t. 

The method and system of the present invention may also 
preferably be utiliZed by an individual to analyZe plan 
design options from Which a participant or prospective 
participant may select to design a bene?t plan speci?cally 
tailored for the individual participant and/or the participant’ s 
dependents, such as family members. In designing such a 
bene?t plan, the individual may be presented With an array 
of predetermined plan design options from Which to select 
and/or the opportunity to create plan design options. 

Although the present invention is described herein Within 
the context of the preferred embodiment relating to the 
selection of plan design options Which represent bene?t 
attributes in pharmaceutical bene?t plans, speci?cally evalu 
ation of disease/treatment coverage options, it Will be rec 
ogniZed by those skilled in the art that the system is not 
limited to disease/treatment coverage plan design options or 
to pharmaceutical plans. Rather, the present invention is 
applicable to many types of bene?t and insurance plans to 
optimiZe the selection of options based upon perceived 
consumer bene?ts. 
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4 
Pharmaceutical Bene?t Plans 

A pharmaceutical bene?t plan sponsor typically develops 
a plan by selecting from among groups of predetermined 
plan design options, or by selecting one or more plan design 
options and, if appropriate, establishing the values of param 
eters associated With the selected plan design options. For 
example, a pharmaceutical bene?t plan may comprise plan 
design options and associated bene?t coverage parameters 
that preferably include: monthly ?xed contribution payment 
amount, periodic deductible amount, transactional copay 
ment amount, coinsurance payment percentage, stop loss 
limitation, bene?t cap limitation, pharmaceutical formulary 
coverage, pharmaceutical rebate applicability, retail netWork 
availability, mail delivery option, and generic pharmaceuti 
cal coverage. As knoWn in the ?eld of bene?t plan devel 
opment, these terms are de?ned beloW: 

monthly ?xed contribution paymentia monthly fee paid 
by the participant 

periodic deductibleian expenditure level beloW Which 
the cost of the covered pharmaceuticals is borne by the 
participant (in some plans, until the deductible amount 
is met, the participant is extended the bene?t of pur 
chasing covered pharmaceuticals at the same price as 
paid by the sponsor) 

transactional copaymentithe amount paid by the partici 
pant in the purchase of a given pharmaceutical 

coinsurance payment percentageithe proportional 
amount of the cost of a given 

pharmaceutical paid by the participant 
stop-lossia limitation on the out-of-pocket expenses for 

the participant, above Which level the plan sponsor 
bears all costs 

bene?t capia limitation a bene?t maximum, limiting the 
amount the plan Will provide to a participant or the 
participant and covered dependents, such that the par 
ticipant bears all costs above the plan’s cap 

pharmaceutical formulary coverageiplan bene?ts that 
apply to speci?c predetermined pharmaceuticals for the 
treatment of a given condition 

pharmaceutical rebate applicabilityirebates that apply to 
purchases of speci?c pharmaceuticals 

retail netWork availabilityiplan bene?ts that apply to 
purchases made at retail pharmacies 

mail delivery optioniplan bene?ts that apply to pur 
chases of pharmaceuticals delivered by mail from pre 
determined suppliers 

generic pharmaceutical coverageiplan bene?ts that 
apply to purchases of generic pharmaceuticals 

Additionally, the sponsor may select disease/treatment 
coverage options, such as Whether and to What extent 
identi?ed treatments for speci?c disorders and/or types of 
disorders are to be covered by the plan. Disease/treatment 
coverage options may be classi?ed according to inclusive 
groups of disease states, such as, for example: allergy; 
asthma; depression; gastrointestinal; and lipid disorders 
(e.g., hypercholesterolemia). Treatment coverage may also 
be categoriZed by the nature of the condition for Which relief 
is provided, such as, for example, treatments that provide 
lifestyle maintenance, such as remedies for hair loss, as 
opposed to lifesaving treatments, such as insulin for diabe 
tes. Although degree of coverage may be focused on alter 
native pharmaceuticals (e.g., loW or no transactional copay 
ment for a generic cholesterol-lowering medication, and a 
higher copayment for more expensive cholesterol-lowering 
medications), degree of coverage may also be varied based 
on the nature of the condition (e.g., loWer transactional 
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copayments for lifesaving treatments, and higher copay 
ments for lifestyle enhancing treatments). Indeed, decisions 
about the degree of coverage can be based on the perceived 
health bene?t associated With such treatments, or on the ratio 
of cost to perceived health bene?t associated With such 
treatments. A preferred method for carrying out the subject 
invention can be described in the context of evaluating 
bene?t plan options With respect to treatments for different 
types of medical disorders. 

Selecting Disease/Treatment Groups for Evaluation 

When used for the selection of disease/treatment coverage 
plan design options, the operation of the preferred embodi 
ment of the invention commences With the input of disease/ 
treatment group options that the sponsor deems as poten 
tially desirable components of a plan to be offered to 
participants. One potential method of analyZing potential 
treatments is by classifying them into inclusive groups of 
disease states, such as, for example: allergy; asthma; depres 
sion; gastrointestinal; and lipid disorders (e.g., hypercholes 
terolemia). 

Description of each Disease/Treatment Group 
Option 

Next, descriptions of each disease/treatment group option 
and related information are prepared for presentation to a 
group of subjects, preferably selected from the participant 
population. The folloWing information for each of disease/ 
treatment group option under consideration may be provided 
to the subjects: 

Description of the disease. This description should 
include information about 

the spectrum of disease and its effect on length of life, 
quality of life, and productivity. 

Description of the disease/treatment group. This descrip 
tion should include the medications used for the dis 
ease/treatment group. 

Description of the bene?ts resulting from the treatment, 
for example, prevention of one stroke per 100,000 
people treated per year, relative to the consequences of 
no treatment or non-prescription approaches, such as 
lifestyle changes, for example, diet and exercise. This 
description may also include information about the 
variation in bene?t derived by different patients. For 
example, use of cholesterol-lowering medications for 
patients Who have experienced a myocardial infarction 
(heart attack) is likely to be perceived as providing 
more bene?t than the use of those same medications for 
patients With slightly elevated serum cholesterol, in 
part because the latter can typically manage their 
symptoms by changes in diet or lifestyle. 

Description of any side effects resulting from the treat 
ment. 

De?ning a Reference Disease/Treatment Group 

Next, a disease/treatment group, preferably one of the 
proposed disease/treatment group options, is selected as the 
reference disease/treatment group. Assessments of the per 
ceived bene?t of the remaining proposed disease/treatment 
group options Will be made by comparison to the perceived 
bene?t of the reference disease/treatment group. For 
example, anti-asthmatic medications for the management of 
asthma might be selected as the reference disease/treatment 
group. For determination of optimum allocation of medical 
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6 
treatment resources, a standard reference of perceived ben 
e?t, such as the bene?t derived from treating 1,000 patients 
With asthma, may be used to quantify and thereby compare 
the perceived bene?t of various disease/treatment group 
options. By eliciting feedback from a representative sample 
of the participant population regarding their subjective 
evaluations of the perceived bene?t of coverage for each 
disease/treatment group option, a relative scaling of the 
bene?t of the various disease/treatment group options may 
be established. Unless otherWise indicated, all references to 
cost/bene?t analysis With respect to this invention relate to 
subjectively determined perceived bene?t assessments. 

Eliciting Subject Group Evaluations 

In a preferred embodiment of the present invention, the 
determination of the relative cost/bene?t can be based upon 
survey data from each individual participant, or from a 
statistical sample (subject group) of the given participant 
population. The subject group(s) may comprise potential 
bene?t plan participants, such as employees or patients, as 
Well as bene?t plan managers and health care providers. If 
more than one group is surveyed, results are preferably 
generated for each group, along With a summary encom 
passing the results of all groups. Once the subject group has 
revieWed the information regarding the disease/treatment 
group options, the survey assessment is commenced. 
The assessment questions and descriptions for each of the 

disease/treatment group options of a preferred embodiment 
of the present invention may be conveyed to the subject 
group through a variety of media including, for example, 
overhead projector, lecturer, computer monitor, graphical 
user interface (“GUI”), Internet, e-mail, CDROM, cellular 
telephone display, PDA display, printout, facsimile, mail or 
other method of image, data or document transmission. 
Similarly, in a preferred embodiment of the present inven 
tion, the inputting of plan options and the responses of the 
subject group may be accomplished by the subject, an 
intervieWer or other operator through a variety of input 
devices including, for example, keyboard, keypad, Internet 
access device, e-mail, voice recognition program, telephone, 
cellular telephone, pager, PDA, GUI, or other voice or data 
input device, including, for example, keying in or scanning 
information from a source document marked or punched by 
the subject. 

The quality of the assessments may be enhanced by 
appropriately preparing the subjects. One approach is to 
inform the subjects of the need to make decisions concem 
ing the bene?t plan coverage, speci?cally that not all medi 
cations needed to treat all diseases can be fully covered. 
Subjects may be informed that if all medications Were fully 
covered, due to cost constraints, other bene?ts, such as 
vacation time, may need to be reduced or eliminated. 
Subjects may also be requested to imagine that they are 
members of an advisory board convened by their employer 
to provide advice about Which medications should be cov 
ered, and to What extent. This exercise aids the subjects in 
understanding hoW their assessments can be used by spon 
sors to make bene?t plan decisions. 
An example question to elicit subjective evaluations of 

the perceived bene?t of a disease/treatment group option, 
such as treating arthritis patients With non-steroidal anti 
in?ammatory drugs (“NSAIDS”), may be stated in the 
folloWing form: “treating 1,000 asthma patients With anti 
asthmatics provides the same bene?t as treating hoW many 
rheumatoid arthritis patients With NSAIDS?” By similarly 
questioning subjects regarding other types of proposed treat 
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ments in comparison With the same reference disease/treat 
ment group option (e.g., anti-asthmatics for asthma 
patients), numerical data can be collected on each subject’s 
relative per-patient perceived bene?t of each disease/treat 
ment group option. 

For example, if a subject indicates that treating 1,000 
patients With anti-asthmatics is equivalent to treating 2,000 
arthritis patients With NSAIDS, then that subject’s per 
patient perceived bene?t for NSAIDS among arthritis 
patients is l,000/2,000:0.5. In other Words, treating tWo 
patients With NSAIDS generates the same perceived bene?t 
as treating one patient With anti-asthmatics. High perceived 
bene?t treatments are generally those that are life sustaining, 
such as insulin for diabetes, Whereas loW bene?t treatments 
are typically those that are considered “lifestyle” drugs, such 
as remedies for hair loss. 

In soliciting assessment of the perceived bene?t, certain 
criteria can be suggested for evaluation. These criteria may 
include effects of treatment on length of the patient’s life, 
quality of life, and productivity in the Workplace or home 
environment. In addition, the timing of these effects (e.g., 
immediate results versus 15 years in the future) and the 
availability of non-prescription alternatives (e. g., changes in 
lifestyle) may also be considered. Further, the spectrum of 
disease and variation in the appropriateness of use of the 
treatment may also be considered. For example, use of 
cholesterol-loWering medications among patients With a 
history of myocardial infarction (“heart attack”) has been 
demonstrated to improve longevity. HoWever, use of those 
same medications among patients With mildly elevated 
serum cholesterol and no evidence of coronary artery dis 
ease offers substantially less bene?t; in addition, such 
patients may be able to effectively manage their cholesterol 
through changes in diet and exercise. All of these issues may 
be relevant for subjects considering the overall perceived 
bene?t. 

Perceived bene?t may optionally be derived from a cumu 
lation of the subj ect’s responses to separate inquiries into an 
explicit set of component bene?t criteria, such as length of 
life, quality of life, and productivity. In this approach, the 
relative bene?t for plan design option is determined for each 
speci?c criterion, and a combining rule that de?nes the 
relative Weight attributed to each criterion is applied to 
determine the overall perceived bene?t for each plan design 
option. This approach alloWs the subjects to focus on one 
bene?t criterion at a time, by providing responses assessing 
the perceived bene?t of each plan design option for each 
criterion. These assessments may be made relative to the 
reference plan design option or based on an absolute scale 
associated With the bene?t criteria, such as a rating scale 
from Zero to one hundred representing a range of the plan 
design option providing no bene?t With respect to that 
criterion to providing the maximum bene?t possible for the 
criterion. 
Once the bene?t of the plan design option has been 

assessed for each bene?t criteria, a combining rule may be 
applied across the assessments for the bene?t criteria to 
obtain an overall perceived bene?t for the plan design 
option. The combining rule preferably results in the overall 
perceived bene?t for a given plan design option being 
monotonically increasing With the recognition of an assessed 
perceived bene?t in each of the bene?t criteria. 

For example, length of life, quality of life, and produc 
tivity may be chosen as the bene?t criteria for a component 
based assessment. An example question to elicit subjective 
evaluations of the perceived bene?t of treating arthritis 
patients With NSAIDS With respect to the quality of life 
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8 
criterion may be stated in the folloWing form: “In terms of 
quality of life alone, treating 1,000 asthma patients With 
anti-asthmatics provides the same quality of life bene?t as 
treating hoW many rheumatoid arthritis patients With 
NSAIDS?” If a subject indicates that in terms of the quality 
of life bene?t provided, treating 1,000 patients With anti 
asthmatics is equivalent to treating 2,000 arthritis patients 
With NSAIDS, then that subject’s relative perceived quality 
of life bene?t for NSAIDS among arthritis patients is 
1,000/ 2,000 :05. Similar questions can be utiliZed to assess 
the relative bene?t for the plan design option for each of the 
bene?t criteria. For example, if NSAIDS provide no length 
of life bene?t, the relative perceived length of life bene?t is 
0, Whereas if NSAIDS provide a productivity bene?t equiva 
lent to that offered by anti-asthmatics (i.e., in terms of 
productivity alone, treating 1,000 patients With anti-asth 
matics is equivalent to treating 1,000 patients With 
NSAIDS), the relative productivity bene?t is 1.0. 
Once the relative bene?t for each of the bene?t criteria for 

a given plan design option (e.g., 0 for length of life, 0.5 for 
quality of life, and 1.0 for productivity) has been assessed, 
a combining rule can be applied to determine the overall 
perceived bene?t for the plan design option. Such a rule 
de?nes the relative Weight accorded to each speci?c bene?t 
criterion. These relative Weights can be determined by 
querying the subject group. 
One approach for determining the relative Weights for the 

combining rule is to focus on the reference plan design 
option. An example question to elicit the subjective Weight 
for productivity relative to quality of life may be stated in the 
folloWing form: “The quality of life bene?t from treating 
1,000 asthma patients With anti-asthmatics is equal to the 
productivity bene?t from treating hoW many arthritis 
patients With anti-asthmatics?” If, for example, the quality of 
life bene?t from treating 1,000 asthma patients is equal to 
the productivity bene?t from treating 2,000 asthma patients, 
then the relative Weight for productivity is 0.5 (:l,000/2, 
000). Similarly, if, for example, the quality of life bene?t 
from treating 1,000 asthma patients is equal to the length of 
life bene?t from treating 5,000 asthma patients, then relative 
Weight for length of life is 0.2 (:1 ,000/5,000). By de?nition, 
the relative Weight for quality of life Would be 1.0. 
One possible combining rule is to multiply the relative 

Weight for each bene?t criteria times the subject’s assess 
ment of that bene?t criteria for a given plan design option, 
and to sum these products for each bene?t criterion to 
determine the perceived bene?t for the given plan design 
option. The resulting value is then divided by a similar value 
calculated for the reference plan design option. For example, 
if the relative Weights for length of life, quality of life, and 
productivity are de?ned as 0.2, 1.0, and 0.5 respectively, the 
perceived bene?ts from NSAIDS for length of life, quality 
of life, and productivity are assessed as 0, 0.5, and 1.0 
respectively, and the perceived bene?ts from anti-asthmatics 
are 1.0, 1.0, and 1.0 respectively (by de?nition), then the 
overall perceived bene?t from NSAIDS Would be [(0.2><0)+ 
(l.0><0.5)+(0.5><l.0)]/[(0.2><l.0)+(l.0><l.0)+(0.5><l.0)] 
I059. 

Additionally, the perceived bene?t for some bene?t cri 
teria may be related directly to measurable statistical factors. 
In such situations, these statistical measures may be used 
directly as the measure of relative bene?t for those bene?t 
criteria. For example, in assessing the bene?t criterion of 
relative productivity, if the use of NSAIDS among patients 
With rheumatoid arthritis reduces lost time from Work by 5 
days per year, and the use of anti-asthmatics reduces lost 
time from Work by 6 days per year, then the relative 
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productivity bene?t from NSAIDS is 0.83 (5 days/6 days). 
Because these statistical factors may be observable and 
measurable, this approach alloWs increased objectivity in the 
assessment of overall perceived bene?t for those bene?t 
criteria While reducing the number of assessments required 
from the subject group. 

Providing Feedback to the Subject Group 

Although a Wide range in the tabulated perceived bene?t 
values may be expected based upon the composition of the 
subject group, the range of variation of the perceived bene?t 
values may be substantially narroWed by providing feedback 
of the entire subject group’s cumulative responses to each 
subject and then alloWing the subject group to reevaluate the 
bene?t associated With the disease/treatment group option 
under consideration. A graphical depiction of the distribu 
tion of the subjects’ per-patient perceived bene?t for each 
disease/treatment group option may inform each subject as 
to Whether his or her perception is in general conformity 
With the remainder of the group. Additionally, subjects may 
be provided With a graphical depiction of the results of other 
subject group assessments, such as groups comprising ben 
e?t managers, physicians, pharmacists, and employees. 

Facilitating Subject Group Discussion 

Additionally, by facilitating communications betWeen the 
members of the subject group regarding the thought pro 
cesses underlying their assessments of the disease/treatment 
group options, the subjects can receive bene?cial insights 
into the subject group’s overall perceptions of the relative 
bene?ts derived from the each disease/treatment group 
option, further promoting consensus upon reevaluation. In 
the preferred embodiment of the present invention, discus 
sion among the subjects may be facilitated With focused 
questions relating to speci?c segments of the displayed 
assessment distribution, such as “What issues of this treat 
ment might support a perceived bene?t at the upper end of 
the distribution?” Similarly, a question such as “What ratio 
nale is there for responses in the middle of the distribution?,” 
elicits responses from subjects supporting the median per 
ceived bene?t assessments. The responses to such inquiries 
may be instructive to subjects Whose responses fall in the 
extreme ranges of the perceived bene?t distribution and may 
contribute to a more cohesive grouping of responses in 
subsequent assessments. 

Subject Group Reevaluation 

Upon completion of the feedback/discussion session, sub 
jects may again be requested to provide responses to the 
same questions initially posed on the disease/treatment 
group options being considered. The revised results may be 
displayed to the subject group, and a more narroW distribu 
tion of the above-described values Will often be observed. At 
this time, discussion is preferably focused on any excep 
tional or deviant data by asking subjects Whether there Were 
any misunderstandings regarding the process or the results. 
If no irregularities are noted, the data can then be used to 
determine average perceived bene?t for the disease/treat 
ment group options being assessed. 

Calculation of Cost/Bene?t Ratios 

Upon completion of the bene?t assessment and the input 
of data re?ecting survey responses and treatment costs, the 
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10 
relative costs and perceived bene?ts can be displayed, and 
cost/bene?t ratios of the proposed disease/treatment group 
options can be calculated. As more fully detailed beloW, tWo 
methods of conducting the cost/bene?t analysis comprise 
comparing per-patient costs to per-patient perceived bene?t 
and comparing population-based costs to the population 
based perceived bene?t. Although these tWo approaches 
generate different cost and bene?t data, the resulting cost/ 
bene?t ratios are identical. 

Per-Patient Perceived Bene?t 

Per-Patient Perceived Bene?t (“PPPB”) is a measure of 
the perceived bene?t derived from treating a de?ned number 
of patients. For example, if a group’s responses indicate that, 
on average, treating 1,000 patients With anti-asthmatics is 
determined to be equivalent to treating 2,000 rheumatoid 
arthritis patients With NSAIDS, then the per-patient per 
ceived bene?t for NSAIDS is 0.5. In other Words, treating 
tWo patients With NSAIDS generates the same bene?t as 
treating one patient With anti-asthmatics. By contrast, if the 
group’s responses also indicate that treating 1,000 patients 
With anti-asthmatics is determined to be equivalent to treat 
ing 500 seiZure patients With anti-epileptic drugs, then the 
per-patient perceived bene?t for anti-epileptics among 
patients With seiZure disorders is 2.0. In other Words, it is the 
perception of the subject group that treating tWo patients 
With anti-asthmatics generates the same bene?t as treating 
one patient With anti-epileptic drugs. 

To compare costs and bene?ts using this approach, costs 
must be estimated on a per-patient basis. Per-patient costs 
for providing coverage of a disease/treatment group option 
can be calculated by dividing the overall cost for the 
treatment by the number of patients in the disease/treatment 
group option. These annual per-patient costs for each dis 
ease/treatment group option can then be plotted against the 
associated per-patient perceived bene?t, as shoWn in FIG. 4. 
Since the cost of coverage of a disease/treatment group 
option is necessarily dependent upon the degree of coverage 
offered by the sponsor, variations in the degree of coverage 
affect the cost, and hence the vertical (cost) location of the 
disease/treatment group option plots. For example, if it is 
assumed that the cost of treating lipid disorders is $26 per 
year per patient and the sponsor bears 100% of the cost of 
treatment, i.e., no copayment is required from the partici 
pant, the rectangular “Lipid” plot in FIG. 4 depicts this cost 
information, in connection With the indicated 0.4 perceived 
bene?t relative to the 1.0 for the “Asthma” reference dis 
ease/treatment group option. If the plan coverage for treating 
lipid disorders only is modi?ed such that the sponsor bears 
only 50% of the cost of this treatment, i.e., a 50% copayment 
is required from the participant, With the $26 per year per 
patient cost remaining unchanged, the rectangular “Lipid” 
plot in FIG. 5 depicts this modi?ed cost to the sponsor of $13 
per year per patient, With the unchanged 0.4 perceived 
bene?t relative to the 1.0 for the “Asthma” reference dis 
ease/treatment group option. 

Population-Based Perceived Bene?t 

Population-Based Perceived Bene?t (“PBPB”) is a mea 
sure of providing a particular treatment option to an entire 
population. Per-patient perceived bene?t may be converted 
to perceived bene?t for the participant population by incor 
porating a factor representing the prevalence of treatment for 
each condition in the population relative to the reference 
condition (e.g., asthma). Speci?cally, PBPB can be calcu 
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lated by multiplying the prevalence of that disease/treatment 
group option and then dividing by the prevalence of the 
reference disease/treatment group option. If, for example, 
the prevalence of the disease/treatment group option under 
consideration is 10%, and the prevalence of the reference 
disease/treatment group option is 5%, the population-based 
perceived bene?t for the disease/treatment group option 
under consideration is tWice (i.e., 10% divided by 5%) the 
per-patient perceived bene?t for that disease/treatment 
group option. 

To compare costs and bene?ts using this approach, costs 
must be estimated on a population basis. Typically, these 
costs are estimated on a per-member per-year (“PMPY”) 
basis. PMPY is the annual cost of the medications used in a 
disease/treatment group option in a population divided by 
the number of members in that population. PMPY costs can 
then be plotted against population-based perceived bene?t. 

Once the relative perceived bene?ts and costs of treatment 
options have been determined, the ratio of cost to perceived 
bene?t can be calculated, either on a per-patient or popula 
tion basis. 

Treatment Costs 

The cost to the sponsor of providing treatment for each 
disease/treatment group option may re?ect only the direct 
cost of purchasing the required medication, or alternatively 
the total cost to the sponsor of providing the treatment, 
including the sponsor’s administrative costs and other indi 
rect expenses associated With the treatment, such as any 
necessary monitoring that accompanies the treatment. 
Optionally, the costs may further be de?ned to include the 
consequential bene?cial effects of the treatment, speci?cally 
the avoidance of future expenses resulting from failing to 
provide the treatment When required, or offsets in other 
healthcare costs avoided. This cost analysis approach Would 
include, for example, the expected cost savings resulting 
from reduced hospitaliZations for acute exacerbations of 
asthma attributed to use of anti-asthmatic medications. This 
approach of including the avoidance of future expenses as a 
bene?t Which offsets the sponsor’s current costs may pro 
vide a more meaningful estimation of the actual costs 
incurred by the sponsor in providing a comprehensive 
long-term bene?t plan covering a participant’s total health 
care costs. Additionally, although it is not a cost related to 
medical treatments, in situations Where the sponsor is also 
the participant’s employer, the bene?t of avoiding lost 
Worker productivity due to early treatment of a medical 
disorder may also be included in the analysis. 

Per-Patient Cost/Bene?t Ratios 

The per-patient cost/bene?t analysis involves comparing 
per-patient costs to the per-patient perceived bene?t. For 
example, in a population of 10,000 members, 1,000 mem 
bers may receive medications for asthma, and 4,000 may 
receive medications for gastrointestinal disorders. If the 
annual medication cost per patient being treated for asthma 
is $500, and the perceived bene?t per patient treated for 
asthma is 1.0 (by de?nition), then the per-patient cost/bene?t 
ratio for asthma is calculated as $500 ($500/1.0). Similarly, 
if the annual medication cost per member being treated for 
gastrointestinal disorders is $1,000, and the bene?t per 
patient treated for gastrointestinal (GI) disorders is 0.5 (i.e., 
the population sample has determined that treating a GI 
patient provides half the bene?t of that associated With 
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12 
treating an asthma patient), then the per-patient cost/bene?t 
ratio for GI is $2,000 ($1,000/0.5). 

Population-Based Cost/Bene?t Ratios 

The population-based analysis involves comparing popu 
lation-based costs to the population-based perceived bene?t. 
For example, using the above hypothetical facts, the total 
asthma medication cost is $500,000 ($500/patient><1,000 
patients) and the total asthma perceived bene?t is 1,000 
(1.0><1,000). When spread across the entire population of 
10,000 members, the asthma medication cost is $50 per 
member per year (PMPY:$500,000/10,000 members), and 
the bene?t is 0.10 (1,000/10,000). The population-based 
cost/bene?t ratio for asthma is therefore $500 ($50/0.10). 

Similarly, the total GI medication cost is $4,000,000 
(:$1,000/patient><4000 patients). The total GI bene?t is 
2,000 (:0.5><4,000). When spread across the entire member 
population, the GI medication cost is $400 per member per 
year (PMPY,:$4,000,000/10,000 members), and the bene?t 
is 0.20 (:2,000/10,000). Therefore, the population-based 
cost/bene?t ratio for GI is $2,000 (:$400/0.20). 

Interpretation of Results 

In a preferred embodiment of the present invention, once 
the cost/bene?t ratios have been determined, they are pref 
erably presented to the sponsor, participant or other user for 
revieW and, if desired, for modi?cation of plan bene?t 
coverage. 
By displaying the relationship betWeen perceived bene?t 

and costs graphically, such as depicted in FIG. 4, a com 
parison of the cost-effectiveness of the disease/treatment 
group options under consideration is illustrated. As in FIG. 
4, When the perceived bene?t is depicted along the X axis 
and the cost is depicted along the Y axis, those treatments 
With cost/bene?t plots extending to the loWer right side of 
the graph are the most cost-effective treatment options, 
Whereas those tending toWards the upper left-hand portion of 
the graph represent those that are relatively less cost 
effective. 

Additionally, a historical perspective of the cost/bene?t 
analysis may be illustrated by using a three dimensional 
graphical illustration Which shoWs variations in cost/bene?t 
ratios over time along the Z axis, as illustrated in FIG. 6. 

Using the graphical depiction such as illustrated in FIG. 
4, any single line emanating from the origin represents 
combinations of cost and perceived bene?t that have iden 
tical cost/ bene?t ratios. Disease/treatment group options 
With cost/bene?t values above the line exhibit higher cost/ 
bene?t ratios (i.e., are less cost-effective) than those on the 
line; disease/treatment group options With cost/bene?t val 
ues beloW the line have loWer cost/bene?t ratios (i.e., are 
more cost-effective) than those on the line. Ideally, the ratio 
betWeen cost and bene?t for each covered disease/treatment 
group in a plan should remain constant, With cost/bene?t 
ratios for each disease/treatment group option falling on a 
single line. By focusing on options With relatively high 
cost/bene?t ratios, a bene?t plan administrator can design a 
bene?t plan to bring cost and bene?t for disease/treatment 
group options in closer alignment With the desired balance. 

Alternatively, cost/bene?t analysis results can be depicted 
in tabular numeric form, as a ratio of the anticipated cost 
divided by the perceived bene?t. By numerically ranking the 
proposed treatment options according to the perceived cost/ 
bene?t ratio, a plan administrator may prioritize plan options 
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based upon their relative cost-effectiveness (i.e., those With 
the lowest cost/bene?t ratios are the most cost-effective). 

The present invention may also be used to depict the 
cost/bene?t ratios for each plan design options in a bene?t 
plan before and after a proposed or implemented modi?ca 
tion to highlight the effect of the plan modi?cation. 

Additionally, if desired, the selection of plan options 
incorporated in a proposed plan can be automatically imple 
mented by the computer processor to obtain a projected cost 
consistent With the sponsor’s objectives. Using this 
approach, plan design options having the loWest cost/bene?t 
ratios are successively selected for incorporation into the 
plan and the cumulative cost of providing each treatment for 
the participant population is determined. Progressively 
higher cost/bene?t (less cost effective) options are thus 
incorporated into the plan design until the sponsor’s objec 
tive cost is met. 

Alternatively, the relative cost/bene?t ratios for the plan 
design options may be inferred from historical bene?t 
assessments of the same or analogous plan design options 
made by the given participant population or by demographi 
cally analogous population samples. 

Referring noW to FIG. 1, FIG. 1 is a How chart illustration 
of the system of one embodiment of the present invention 
using per-patient cost/bene?t ratios. The process com 
mences in Step 12 With the input of disease/treatment group 
options under consideration for inclusion in the plan. In Step 
14, a reference disease/treatment group option for compari 
son With other disease/treatment group options is de?ned. In 
Step 16, information related to each disease/treatment group 
is provided to each survey subject. In Step 18, inquiries are 
constructed to elicit responses from the subjects that Will 
provide numerical comparisons of the bene?ts attributed to 
each disease/treatment group under consideration With 
respect to the reference disease/treatment group. In Step 20, 
the inquiries developed in Step 18 are administered to the 
subjects through any of several possible media, including 
individual or group electronic display, printed document, 
arti?cial or human voice, overhead projector or personal 
electronic communication device, such as computer termi 
nal, laptop computer, PDA, pager or cell phone. In Step 22, 
responses from each subject are input for processing. 

In Step 24, the cumulative group responses are displayed 
to the subjects, preferably by graphical depiction, such as 
illustrated in FIG. 3. This data may be displayed in a variety 
of formats, including plotting each individual PPPB 
response ranging from a loW value through a high value 
along a perceived bene?t axis, Where each subject indicated 
a value for X such that treating X patients With the disease 
of interest Was equivalent to treating 1,000 patients With 
asthma. The information displayed in Step 24 may then be 
used in Step 26 to prompt discussion among subjects. This 
group communication may be conducted either in the same 
physical proximity or through electronic communication 
means With one another, such as by telephone conference 
call, Internet communication or other communication means 
alloWing near real time interaction among subjects and a 
moderator. 

With the insight gained from the overall group perception, 
along With the comments of subjects in evaluating these 
results, in Step 28 the subjects may elect to revise or con?rm 
their original responses to the survey inquiries. Upon 
completion of the input of the revised responses in Step 30, 
in Step 32 the revised responses may be displayed to the 
subjects in the same manner as in Step 24. In Step 34, 
comments from the subjects are solicited regarding any 
potential misunderstandings or miscommunications that 
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may have resulted in the input of erroneous data, or other 
reasons for altering subject responses. At Step 36, if com 
ments from subjects lead to the conclusion that further 
assessments are Warranted, the process proceeds back to 
Step 28 for readministration of the inquiries to the subjects. 
The process thus continues until comments from the subjects 
indicate that valid data has been obtained in Step 34. 
Once the validity of data is assured in Step 36, the data are 

used to calculate average per patient perceived bene?t 
values for each disease/treatment group in Step 38. In Step 
40, the average per-patient per year cost of providing such 
treatment is divided by the per-patient perceived bene?t to 
determine the per-patient cost/bene?t ratio for each disease/ 
treatment group. Finally, in Step 42, the results may be 
displayed either as tabular results of the computed cost/ 
bene?t ratios for each disease/treatment group or altema 
tively in a graphical format depicting per-patient perceived 
bene?t values along the ?rst axis and the per-patient costs 
associated With each disease/treatment plotted on the second 
axis. 

FIG. 2 is a How chart illustration of the present invention 
using population-based cost/bene?t ratios. Steps 50 through 
82 of this process are essentially the same as illustrated in 
Steps 10 through 42 of FIG. 1, With the exception that in 
Step 78 the data is used to calculate population-based 
perceived bene?t estimates for each disease/treatment group 
option, and in Step 80, the average per-member per-year cost 
of providing such treatment is divided by the population 
based perceived bene?t to determine the cost/bene?t ratio 
for each disease/treatment group. 

FIG. 7 is an illustration of the system of one embodiment 
of the present invention. In FIG. 7, the computer apparatus 
comprises an input device 90 for receiving input data, a 
memory device 92 connected to the input device 90 for 
storing the input data, a processor 94 connected to the 
memory device 92, that is programmed to perform opera 
tions upon stored data to produce output data, and an output 
device 96 connected to the processor 94 for displaying the 
output data. 

Although preferred embodiments of the invention and 
preferred methods of practicing the same have been shoWn 
and described herein, persons of ordinary skill in the art Will 
recogniZe and appreciate that the invention encompasses and 
includes numerous modi?cations and variations thereto 
Without departing from the spirit and scope of the present 
invention. In addition, it should be understood, and persons 
of ordinary skill in the art Will recogniZe, that aspects of the 
various preferred embodiments discussed herein may be 
interchanged or eliminated both in Whole or in part. Fur 
thermore, those of ordinary skill in the art Will appreciate the 
foregoing description is by Way of example only, and does 
not and is not intended to limit the scope, nature and/or 
variations of the invention. 
What is claimed is: 
1. A computer-implemented method for using a computer 

apparatus for evaluating a plurality of plan design options 
that can be incorporated into a bene?t plan offered to a given 
participant population by comparing the cost of providing 
each option to the bene?ts of each option perceived by a 
group of one or more subjects, the method comprising the 
steps of: 

inputting the identi?cation of the plan design options, 
values for each of a plurality of statistical factors 
related to each plan design option, and the cost of 
providing each option into the computer apparatus, 

providing the subject group With information about each 
statistical factor and inquiries to elicit responses pro 
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viding the relative Weight of each statistical factor to be 
used in determining the perceived bene?t of the plan 
design options, Wherein the subject group is comprised 
of members of the participant population; 

inputting data representative of the subject group 
responses; 

calculating the average perceived bene?t for each plan 
design option, 
Wherein each subject’s perceived bene?t for each plan 

16 
dividing the cost of providing each option by the calcu 

lated average perceived bene?t for such option; and 
outputting the calculated data. 
2. The method of claim 1 further comprising the step of 

inputting the identi?cation of a reference plan design option; 
and Wherein the average perceived bene?t for each plan 
design option is determined by comparing values of the 
statistical factors relating to such plan design option to the 

design Option Comprises the Sum Of the product Of 10 values of the statistical factors relating to the reference plan 
the relative Weight accorded each statistical factor as 
de?ned by the subject’s responses multiplied by the 
value of such statistical factor. 

design option. 


